S urgical patients with gynecologic cancer often are discharged to their home with a new or recurrent cancer diagnosis and with multiple complex postsurgical needs. Physical needs related to surgical incision care, pain management, drain or ostomy care, and nutrition may be accompanied by significant emotional or psychological reactions of distress, anxiety, depression, and uncertainty (Schulman-Green, Ercolano, Dowd, Schwartz, & McCorkle, 2008) . Family caregivers play a pivotal role during this transition in promoting physical and psychological recovery and in preventing unplanned readmission to the hospital. The readmission rate in an analysis of 12,804 patients who had undergone gynecologic cancer surgery was 6.5%, with about 75% of readmissions occurring within the first two weeks after discharge (Uppal et al., 2016) .
The hospital-to-home transition after surgery is a critical period during which family caregivers assume a great deal of responsibility and burden. Family caregivers of individuals with cancer report being unprepared and lacking skills to assume the broad scope of clinical caregiving tasks that include managing symptoms and pain, administering medications, changing bandages, and monitoring tubes, lines, and appliances (van Ryn et al., 2011) . Although most family caregivers are typically female (National Alliance for Caregiving and AARP Public Policy Institute, 2015) , in the gynecologic cancer population, a large proportion of caregivers are likely to be male. However, little is known about the experiences and needs of male caregivers during the postsurgical transition. 2006). These gender differences may subside in certain subgroups. In a study of 429 caregivers of cancer survivors, Kim, Loscalzo, Wellisch, and Spillers (2006) found that male spousal caregivers were more distressed than female counterparts when their wives had poorer psychosocial functioning. In addition, they noted that poorer physical functioning of the care recipient was associated with greater stress in the caregiver, regardless of caregiver gender (Kim et al., 2006) .
Studies have found that male caregivers believe caregiving involves achieving competency for the essential caregiving tasks, which can lead to feelings of satisfaction and mastery (Ussher & Sandoval, 2008) . However, they view dealing with a care recipient's emotions as a negative aspect of caregiving and have difficulty expressing their emotions (Li et al., 2013; Ussher & Sandoval, 2008) . Beyond the adjustment of assuming the caregiving role, in the early recovery period, male partners of women with gynecologic cancer often must learn to cope with communication and intimacy issues (Maughan, Heyman, & Matthews, 2002) . The findings of a qualitative study of male caregivers of women with breast and gynecologic cancer suggest that men may not express their concerns and stress openly and have difficulty identifying supportive resources (Lopez, Copp, & Molassiotis, 2012) . These characteristics, along with inadequate identification of learning needs by clinicians, can place male caregivers at risk for being unprepared for caregiving during the postsurgical transition. Lack of preparedness for the caregiving role can cause further stress in male caregivers (Li et al., 2013) .
Caregiver Preparedness
Preparedness is defined as a caregiver's perceived readiness for the caregiving role, which encompasses multiple domains, including provision of physical care, emotional support, and instrumental support (Schumacher, Stewart, & Archbold, 1998) . It differs from the concept of self-efficacy in that it refers to broad domains of caregiving, rather than confidence for performing a specific caregiving task (Archbold, Stewart, Greenlick, & Harvath, 1990) . Limited research explores the concept of preparedness in family caregivers of patients with cancer. In a study of 87 family caregivers during cancer treatment, increased caregiver preparedness was associated with decreased fatigue and mood disturbance, and was found to interact with mutuality (relationship quality) in buffering stress responses to high caregiver demands (Schumacher et al., 2008; Schumacher, Stewart, & Archbold, 2007) . Similarly, Fujinami et al. (2015) reported a significant inverse association between preparedness and distress in 163 family caregivers of patients with lung cancer in an outpatient medical oncology setting. Scherbring (2002) examined the preparedness of caregivers during the transition from hospital to home in a sample of 59 nonsurgical inpatients with cancer who had mixed diagnoses. The significant inverse relationship between preparedness and caregiver burden was constant from predischarge to one month postdischarge, and for every one unit increase in preparedness, the burden score decreased by about 17% (Scherbring, 2002) .
Research supports the development of interventions that target caregiver preparedness because it is a key factor in caregiver physical and psychological well-being. However, more research is needed to describe preparedness and other factors that may influence the transition after surgery in subgroups of caregivers, such as male caregivers, who are often underrepresented in research studies. In addition, no studies were identified that explored perceived needs of family caregivers in relation to preparedness and distress.
The primary aim of this study was to describe the perceived needs, preparedness, and emotional distress of male caregivers of postsurgical patients with gynecologic cancer during the transition from the hospital to home. Secondary aims were to describe the following: ɐ Correlates of male caregiver needs, preparedness, and distress ɐ The relationship between distress and preparedness ɐ The moderating role of distress on the relationship between preparedness and perceived needs ɐ The relationship between caregiver preparedness and patient readmission within 30 days postdischarge
Methods

Design, Sample, and Setting
A descriptive, correlational design was used to describe the relationships among needs, preparedness, and emotional distress within 48-72 hours of admission and five to seven days postdischarge. The study was approved by the University Hospitals Case Medical Center Institutional Review Board. From August 2014 to March 2015, a convenience sample of patients and family caregivers was obtained from the gynecologic/oncology inpatient unit at the University Hospitals Seidman Cancer Center, which is a member of the National Cancer Institute-designated Comprehensive Cancer Center of Case Western Reserve University in Cleveland, Ohio. Adult gynecologic inpatients, with or without a cancer diagnosis, who underwent a surgical procedure, chemotherapy, radiation therapy, and/or symptom management, were included. All surgical inpatients were enrolled because the final diagnostic pathology report was not available until after discharge at the postoperative follow-up appointment. Inclusion criteria for family caregivers were as follows: (a) adult male, aged 18 years or older, (b) designated by the patient as the primary caregiver, and (c) able to speak and understand English. Caregivers of patients who actively were dying or who were in the process of establishing hospice care at discharge were excluded.
Potential participants were identified from review of the daily admission schedules to the gynecologic/ oncology unit by the research nurse, who was also the care coordinator on the unit. Further identification of patients with male caregivers occurred through chart review and during routine interdisciplinary patient rounds, within 48 hours of admission. Verbal consent and permission to contact the caregiver were obtained from the patient. The male caregiver then was invited to participate in the study, and written consent was obtained. Caregivers completed surveys in person within 48-72 hours of admission and then via telephone five to seven days postdischarge.
Measures
Preparedness: Caregiver-perceived preparedness was measured using the Preparedness for Caregiving Scale (PCS) of the Family Care Inventory (Archbold et al., 1990) . This is a self-report instrument that consists of eight items that represent the domains of caregiving, such as attending to physical and emotional needs, setting up support services, coping with the stress of caregiving, responding to emergencies, and accessing resources and information. One question asks the caregiver to rate his overall global assessment of preparedness. Responses are rated on a five-point Likert-type scale, with scores ranging from 0 (not at all prepared) to 4 (very well prepared). A mean score for the eight items is calculated, with higher scores indicating more perceived preparedness. Reliability and validity of the PCS has been supported in caregiver samples in palliative care and oncology (Henriksson et al., 2015; Schumacher et al., 2008) . The Cronbach alpha was 0.895 in the current study.
Caregiver needs: Caregiver needs were assessed using the Comprehensive Needs Assessment Tool for Cancer Caregivers (CNAT-C) (Shin et al., 2011) , which is a 41-item self-report survey with seven domains. The health and psychological problems domain (six items) assesses needs related to caregiver health, patient concerns, depression, anger, loneliness, and anxiety. The family/social support domain (five items) addresses needs concerning help with patient overdependence, lack of appreciation with caregiving, family and interpersonal relationships, and caregiver relaxation and personal life. Needs related to interactions with physicians, communication, decision making, and relationship with nurses (e.g., empathy, instructions, attention to the patient) are assessed with the healthcare staff domain (eight items). The informational and educational domain (eight items) evaluates needs related to information about the patient's illness, tests, treatments, and care, as well as complementary and alternative medicine, hospitals and physicians, financial support, communication, and caregiver stress management. The domain of needs for religious support and finding meaning in the situation is assessed with two items. The hospital facilities and services domain (six items) covers needs related to counseling, navigation and guidance, space for caregivers, home care, and opportunities to talk with other caregivers. Lastly, the practical support domain (six items) evaluates needs related to transportation, lodging, financial assistance, care assistance, and help with housekeeping and child care. Caregivers rated the extent to which a need existed within the past week on a fourpoint Likert-type scale ranging from 0 (no need) to 3 (high need). Scoring of the CNAT-C involves calculating an average score for each domain and then using linear transformation to a scale of 0-100 (Zhang et al., 2015) . Reliability and content validity of the CNAT-C has been supported (Shin et al., 2011) . In the current study, the Cronbach alpha for the total scale was 0.959, and the Cronbach alphas for the subscales ranged from 0.625 (religious and spiritual support subscale) to 0.923 (healthcare staff subscale).
Emotional distress: Using the National Comprehensive Cancer Network ([NCCN], 2017) Distress Thermometer (DT), participants rated their level of emotional distress during the past week on a single-item scale ranging from 0 (no distress) to 10 (extreme distress). The validity of the DT as a clinical screening tool for distress in family members of patients with cancer has been supported (Zwahlen, Hagenbuch, Carley, Recklitis, & Buchi, 2008) .
Other measures: Information regarding age, race, ethnicity, marital status, employment status, education, income, and living arrangement were collected from caregivers and patients. The caregiver's relationship to the patient, assistance in providing care, and whether he was providing care to another person were assessed. At enrollment, caregivers reported their chronic health conditions and rated their overall health and quality of life as excellent, very good, good, fair, or poor. Information regarding cancer diagnosis, type of surgery, stage of cancer, recurrence, previous and concurrent treatments, performance status, discharge disposition, and length of hospitalization was collected from the patient's medical record. Whether a patient was readmitted to the hospital within 30 days of discharge was noted with the readmission diagnosis.
Data Analyses
Data were analyzed using IBM SPSS Statistics, version 24.0, R version 3.1.2, and SAS 9.4. Scores for the total CNAT-C and subscales were transformed to a scale of 0-100. Frequency tables with means and standard deviations were generated to describe the distribution of the main outcomes (total CNAT-C and subscales, total preparedness score, and distress score) at time 1 (within 48-72 hours of hospitalization) and time 2 (five to seven days postdischarge). Paired t tests were used to compare the means of each of the main outcomes at time 1 and 2. For each of the main outcomes, covariates, including patient age, cancer stage, caregiver age, caregiver marital status, caregiver employment, and caregiver socioeconomic status, were assessed univariately at each time point. The association between preparedness and emotional distress was assessed by Spearman's correlation as well as univariate linear regression at each time point. Similarly, the relationships between preparedness and the CNAT-C subscales were assessed by Spearman's correlation and univariate linear regression at each time point. Alpha was set at 0.05.
Results
Sample Characteristics
Of the 236 patients screened, 137 (58%) did not qualify because of the caregiving situation (female caregiver, no caregiver, inconsistent caregivers, and hospice), and 34 caregivers were missed because of scheduling. Fifty male caregivers and their care recipients participated in the study, representing a 77% enrollment rate. However, seven caregivers did not complete the surveys at time 2; four were lost to follow-up, and three had a change in patient medical status. When comparing caregiver dropouts to caregivers who completed the study, statistically significant differences were found for three variables. Caregivers who did not respond to the survey at time 2 were more likely to be in a nonspousal relationship with the patient (c 2 [1, n = 49] = 12.58, p = 0.000), have other assistance in caring for the patient (c 2 [1, n = 49] = 3.86, p = 0.049), and be caring for a patient having a readmission within 30 days of discharge (c 2 [1, n = 49] = 10.04, p = 0.002). No statistical differences were found on baseline scores for preparedness, distress, and needs.
The mean age was 60.64 years (SD = 12.53) for caregivers and 60.06 years (SD = 12.1) for patients. Forty-three patients had a cancer diagnosis at the time of enrollment. Of these patients, 11 had a cancer recurrence and 24 had previous treatment. The mean time since diagnosis was 16.49 months (SD = 4.26, median = 3). On average, the length of hospitalization was 6.44 days (SD = 5.32, median = 5). Twelve patients were readmitted within 30 days of diagnosis, most commonly because of wound issues (n = 5), failure to thrive (n = 2), and lack of symptom control (n = 2). Table 3 shows the mean scores for CNAT-C subscales, preparedness, and emotional distress. At both time points, male caregivers' greatest needs were in two domains of the CNAT-C: interaction with the healthcare staff and information. The health and psychological problems domain was the third and fourth greatest area of need within 48-72 hours of admission (time 1) and at five to seven days postdischarge (time 2), respectively. Statistically significant reductions in mean scores at time 2 occurred in the domains of healthcare staff and health and psychological problems. Religious support was the only domain that did not have a reduction in mean scores at time 2. On average, at time 2, perceived preparedness increased and emotional distress decreased, and these changes were statistically significant.
Correlates of Needs, Preparedness, and Distress
During hospitalization (time 1), older caregiver age was significantly associated with fewer needs on four CNAT-C domains: healthcare staff (p = 0.01), information (p = 0.004), hospital facilities and services (p = 0.021), and practical support (p = 0.0001). After discharge (time 2), fewer needs in the domains of information and practical support were significantly associated with older caregiver age (p = 0.017, p = 0.023) and older patient age (p = 0.040, p = 0.02). Employed caregivers, when compared to those who were unemployed, had statistically greater needs in the domain of healthcare staff at time 1 (p = 0.025) and time 2 (p = 0.013). They also had greater needs for information at time 2 (p = 0.01). Married caregivers had fewer needs than unmarried caregivers in the domains of practical support at time 1 (p = 0.031) and family and social support at time 2 (p = 0.026). Reported annual income in two groups ($21,000-$49,000 and greater than $50,000) was associated with fewer needs only in the domain of practical support and only at time 1 (p = 0.05 and p = 0.002, respectively), when compared to the $20,999 or less group. Cancer stage was the only correlate of perceived preparedness. During hospitalization (time 1), having a stage II cancer diagnosis was associated with significantly greater preparedness than having a stage I cancer diagnosis (p = 0.015). Age, cancer stage, employment, marital status, and annual income were not statistically associated with emotional distress.
Relationships Among Needs, Preparedness, and Distress
Perceived preparedness was not statistically significantly associated with emotional distress at either time point and was related only to the CNAT-C domain of family and social support during hospitalization (time 1). A higher preparedness score was associated with significantly lower needs related to family and social support (p = 0.019). When controlling for perceived preparedness, increase in distress scores was associated with greater needs at both time points in the CNAT-C domains of health and psychological problems (time 1: p < 0.0001, time 2: p < 0.0001), religious and spiritual support (time 1: p = 0.033, time 2: p = 0.045), and hospital facilities and services (time 1: p = 0.005, time 2: p = 0.049). In addition, greater needs in the domain of family and social support were associated with higher distress scores, when controlling for preparedness, at time 2.
Lastly, the odds of being readmitted to the hospital within 30 days of discharge were not related to perceived preparedness or emotional distress at either time point. Having greater needs in the CNAT-C domain of hospital facilities and services was associated with slightly greater odds of readmission (odds ratio = 1.038, 95% confidence interval [1.007, 1.07], p = 0.016).
Discussion
The current study contributes to the limited body of research describing the experiences of male caregivers by specifically focusing on their perceived needs, preparedness, and distress during the transition from hospital to home. The finding that male caregivers' greatest needs were related to interactions with healthcare staff and information is consistent with other studies of family caregivers (Dougherty, 2010; Heckel et al., 2015; Lund, Ross, Petersen, & Groenvold, 2015) . This is not surprising considering that hospitalization and the transition to home is characterized by uncertainty related to the diagnosis and the patient's medical condition, ambivalence about assuming the caregiver role, communication with numerous care providers, and the need to learn new skills related to caring for the patient after surgical treatment. This period also may be an emotional time for the caregiver if a new diagnosis is made or if a change in the status of the patient occurs. However, the focus of care is often patient-centered, rather than family-centered, and caregivers, as described in a qualitative study by Foust, Vuckovic, and Henriquez (2012) , assume a "peripheral status in care transitions" (p. 206). Caregivers want to be acknowledged and recognized during interactions with healthcare professionals (Harding et al., 2012; Lund et al., 2015) .
An important finding in the current study was that emotional distress was not related to perceived preparedness, which infers that a nurse cannot assume that a prepared caregiver has less distress and vice versa. This finding contrasts with findings by Fujinami et al. (2015) , who reported a significant inverse association between preparedness and distress in family caregivers of patients with lung cancer receiving The possible range of scores for preparedness is 0-4, with higher scores indicating greater perceived preparedness. c The possible range of scores for distress is 0-10, with higher scores indicating greater perceived distress. CNAT-C-Comprehensive Needs Assessment Tool for Cancer Caregivers outpatient treatment. Distress is a multidimensional experience with multiple triggers (NCCN, 2017) , and although sources of distress were not measured in the current study, the male caregivers may have experienced distress associated with factors other than preparedness (e.g., the wait for surgery results, the hospital environment, concern for their loved one). The trajectory of high caregiver distress during the hospitalization period with lower distress after discharge in the current study contrasts with the findings of Kim et al. (2016) , who found that distress levels in 41 family caregivers of individuals having lung cancer surgery, as measured with the DT, remained elevated at 6 and 12 weeks after surgery. Cancer diagnoses, prognoses, and surgical procedures likely may account for the difference in results between the two studies.
Limitations
A limitation of the current study was that data were collected by the care coordinator on the unit, who also was responsible for discharge of the patient. Although strategies were enacted to reduce bias, some participants' responses may have been influenced by this relationship. Also, sample characteristics and the use of a small convenience sample on a single hospital unit limits generalizability. In addition, differences in participants who did not respond at time 2 were significant and could represent a subgroup whose responses may have altered the study results.
Implications for Nursing
The importance of engaging family caregivers in transitional care has been affirmed with the Caregiver Advise, Record, and Enable (CARE) Act (Reinhard & Ryan, 2016) . Focused on hospitalization, this legislation has the following three main provisions (Reinhard & Ryan, 2016) : ɐ A family caregiver must be recorded in the medical record. ɐ The family caregiver must be notified of when the patient is to be discharged. ɐ The family caregiver must receive in-person instructions about how to perform medical tasks at home for the patient. These are essential elements of good transitional care (Coleman, 2016) and represent a critical first step in addressing preparation of family caregivers. The findings from the current study-that male caregivers have strong needs for a relationship with the healthcare team and for information-suggest that a relational, family-centered approach also is needed during hospitalization, encompassing routine caregiver assessment, communication, support, and education and training. Communication and interactions that promote relational nursing practice can be extended to family caregivers. A fundamental aspect of relational care for family caregivers is to respectfully acknowledge the caregiver's presence. Relational inquiry, as described by Doane and Varcoe (2007) , is a reflexive process by which nurses move beyond superficial interactions with patients (or caregivers) to understand their unique perspectives, values, goals, and experiences. Asking the caregivers questions, inquiring about their needs and concerns, including the caregivers in discussions, and allowing them to tell their story of caregiving are strategies to support the caregivers, as well as a means to more fully understand the context of the caregiving situation.
Proactively assessing caregiver needs for information is essential, because lack of emotional and informational support has been found to be associated with borderline or clinical anxiety and depression in family caregivers of individuals with cancer (Lambert, Girgis, Lecathelinais, & Stacey, 2013) . The scope of caregiver assessment is broad and should include caregiver willingness and capability to assume the caregiving role, including the following (Given, Given, & Sherwood, 2012) : ɐ Caregiver physical and mental health ɐ Perceived burden ɐ Competing work and family demands ɐ Social support and resources ɐ Unmet training and educational needs regarding practical care of the patient prior to the transition The current study highlighted subgroups of male caregivers that require a more in-depth assessment of needs-those who are young, are employed, are unmarried, and have a low income. Nurses should screen separately for emotional distress and preparedness and be aware that despite caregivers' perception of preparedness, their distress may be significant KNOWLEDGE TRANSLATION ɐ During the transition from hospital to home, male caregivers of patients with gynecologic cancer have significant needs related to interactions with the healthcare team and to information.
ɐ Nurses should screen separately for perceived preparedness and emotional distress.
ɐ Male caregivers who are young, are employed, are unmarried, and have a low income are likely to have greater needs during the transition.
and warrant further evaluation. In the current study, caregivers with elevated distress were more likely to have greater needs during hospitalization and at five to seven days postdischarge. Online tools for assessing caregiver needs specifically for the postdischarge transition can be found at www.nextstepincare.org.
Conclusion
During the transition from hospital to home, male caregivers of patients with gynecologic cancer have significant needs related to interactions with the healthcare team and information. Strategies to enhance relational nursing care and maintain effective communication with male caregivers are essential, as is proactive, comprehensive assessment of caregivers. More studies of male caregivers that focus on care transitions with other cancer populations are needed to design interventions that meet their unique needs. 
